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IT is not my purpose in this paper to attempt any comprehensive review of the epidemiologY of mental disease but to put before you some illustrative material derived from the scheme operated by the General Register Office for the compilation of statistics of patients in mental hospitals. This scheme began in 1949 and covers all National Health Service mental hospitals and mental deficiency hospitals. A return is submitted to the General Register Office in respect of each admission and each discharge to these hospitals and annual statistics of admissions and discharges are published. In addition estimates are made of numbers of patients resident in the hospitals at the end of each year, and these estimates have been supplemented by two special censuses of patients resident in the hospitals on December 31, 1949, and on December 31, 1954. Recently the scheme was amplified by the introduction of a continuous central index of patients admitted for the first time on or after January 1, 1954, provision being made for the "longitudinal" recording of subsequent readmissions of each patient to the same or any other mental hospital in the scheme.
Number ofpatients in mental hospitals.-At the national population census on April 8, 1951, 417,000 patients were enumerated in National Health Service hospitals in England and Wales, and of these, 191,000 or 46 % were patients in mental and mental deficiency hospitals (Table I) . This paper will deal only with patients in mental hospitals (141,000 or 34%), though corresponding statistics are now available for mental deficiency hospitals.
The average number of patients in mental hospitals in 1869 was about 35,000. This increased gradually over the years to 140,000 in 1939 (Table II) , followed by a decline 51,000 during the 1939-45 war and the immediate post-war years. Annual admissions were less retarded by the war and numbered 51,000 in 1948 compared with 32,000 in 1939.
The trend during the recent "National Health Service" period is given in Table III . Numbers of patients resident have increased a little, and numbers of annual admissions have increased a lot-by 11,000 (24%) since 1950 at ages under 65, and by 4,000 (40%) at ages 65 and over. Concurrently the proportion of readmissions has gone up from 33 to 40%. Sex and age distribution.-41 % of the 59,000 patients admitted in 1951 were males, less than half of them aged under 45, and a fifth aged over 65 (Table IV) . Females predominated at all ages from 25 upwards. The female admission rates increased steadily with age whereas the male rates were diminished between 35 and 54. In contrast to admissions the maximum number of male patients resident was at ages 45-54 but for females it was at ages 65 and over. Voluntary, temporary and certified patients.-Just over two-thirds of male admissions and just under two-thirds of female admissions were voluntary (Table V) . There were and 85 % were first admissions. The proportion of voluntary admissions was between 65 and 80% at ages up to 65, thereafter falling abruptly (Table VI) . Regional variations.-The admission rates (males) into hospitals in the various hospital regions are given in the map diagram (Fig. 1) , and show a range of rates from 144 in the South Western to 89 in the Manchester region. Much of this variation is probably due to differences between the regions in their admission policy. Diagnoses.-The broad distribution of diagnoses into four main categories is given in Table VII . Two-thirds of male, almost three-quarters of female admissions were on account of psychoses. The psychoses admission rates of females were considerably higher than of males due to their excess rates for manic-depressive reaction (Table VIII) . Amongst the psychoneuroses anxiety reaction caused equal admission rates for the two sexes, but the other psychoneuroses gave a female excess. Males on the other hand had higher admission rates for pathologic personality, behaviour disorders, consequences of syphilis and epilepsy. There were very striking differences in regional admission rates for some of these diagnoses (Table IX) . For example, at certain ages the Liverpool hospital region had high Table XII to illustrate differences in admission rates between single patients and married, widowed and divorced. Rates were in each instance higher among the single, but generally less so in the higher age group, where in many instances the marital status would be determined before the onset of mental disease, than in the younger group in whom the mental disease would often constitute an impediment to marriage. Table XII incidentally shows the very large differences there are in the admission rates, especially for schizophrenia, between the younger and the older group. where Social Classes I and II (professional and managerial occupations) were in the lead; alcoholism is classed in the group of behaviour disorders and so explains the high ratio for Social Class I for this group as a whole. It is an obvious qualification to most of the diagnoses, that the mental disorder may often have determined the social class of the patient rather than the reverse. In the case of alcoholism, however, it is hardly probable that a taste for excessive drinking will have elevated many patients to Social Classes I and II; rather they are the victims of their comfortable circumstances, though some of the excess may be due to a greater willingness on the part of Social Class I and II patients to seek treatment for their disability than in the other Social Classes.
For most of the mental disorders the social class gradients shown in Table XIII were reproduced at each age group. An exception was manic-depressive reaction where there was a reversal of the social gradient at ages over 65 and a very much higher admission rate of patients in Social Class I than in the other four classes (Table XIV) . Conclusion.-In this survey of mental hospital patients I have omitted reference to many other data available from the General Register Office scheme, notably statistics of hospital discharges and of the long-stay patients; and I have not dealt with patients in mental deficiency hospitals. From the point of view of epidemiological research into mental disorder it is necessary always to remember the very serious and well-known deficiencies of hospital statistics because of the various selective factors that decide which patients shall go into hospital and into which hospitals they shall go. However, although much of the value of the kind of mental hospital statistics that we are producing will be administrative rather than epidemiological, I believe that they can and will serve as important foundations for future research, by more refined and more narrowly aimed methods, into the distribution of the mental disorders and the factors that determine this distribution. In particular I have great hopes for the longitudinal type of approach embarked upon in the form of a continuous central index of readmissions. Provided the volume of work associated with this venture does not prove too much for us I believe we shall before very long begin to get a much more informative statistical picture of the patients that go into mental hospitals and of what their long-term prognosis is likely to be. 
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